According to Swedish Work Environmental Act, all organizations are required to implement Occupational Health and Safety Management (OHSM). In support of this and when competence within the employer's own organization is insufficient, regulations state that the employers are required to employ external resources such as an Occupational Health Service (OHS) provider. The aim of this study was to explore how public sector organizations utilized services and support from their OHS provider in preventive OHSM. Eleven public sector organizations were studied, 100 of respondents (politicians, managers, HR, safety representatives, and OHS professionals) interviewed, and the data collected qualitatively and thematically analyzed. The results showed that the OHS providers do not support the public-sector organizations with preventive OHSM according to the intentions of the legislation. A significant conclusion is that the HR department has an important role in the collaboration and for the utilization of preventive services in OHSM.
Introduction
T he overall aim of Occupational Health and Safety Management (OHSM) is to establish an effective prevention of work-related ill-health and to achieve beneficial working conditions. The question is whether or not Occupational Health Service (OHS) providers contribute to these goals in the public sector. This article will explore processes and contextual conditions for the use of OHS providers in the Swedish public sector.
According to Swedish legislation and regulation, the employer shall cooperate with employees in their preventive OHSM in order to create healthy and safe workplaces (Swedish Work Environment Authority, 2014a) . OHSM in the strategy´s mandatory form, EU´s framework Directive (89/391(EEC; from 1989) , specifies how employers should manage the work environment and the primary objective is for employers to protect employees from risks at work (Frick, 2014) . To work preventive and systematically with the work environment is a continuous process with recurring activities, and in order to achieve this, it needs to be an everyday aspect of work. The Plan-Do-Check-Act model is basic in preventive OHSM, and to achieve continuous improvement, it is important to identify and address all types of risks at work and to have an effective monitoring process to reduce accidents, injuries, and ill-health. In support of this process when competence within the employer's own organization is insufficient, legislation states that the employer shall employ external resources such as an OHS provider (Swedish Work Environment Authority, 2001) . The Work Environment Act defines the role of an OHS provider as working specifically to prevent and eliminate health hazards in the workplace and providing the skills necessary to identify and explain connections between the working environment, organization, productivity, and health and safety (Swedish Work Environment Authority, 2014b ). An OHS provider is not part of the public health, but operates as an independent company in an open market or is incorporated into the organization (Gunnarsson et al., 2011) . Compared to the Nordic countries, the Swedish OHS providers are among the least regulated with no monitoring or evaluation of the system of OHS providers (Hämäläinen et al., 2001) . In the discussion of the role and tasks of the OHS provider, it is important to consider the differences of OHS systems between countries (Westerholm et al., 2000) . The role given to OHS provider by law and regulation differs between countries, which makes comparison difficult. It would be very complex and give little insight in how to make best use of OHS within each given context.
Similar requirements for the provision of the preventive services are defined in many national laws (Fedotov, 2005) . The Nordic countries have considerable different solutions; in Finland, it has been obligatory for employers to arrange preventive OHS since 1979 (Kankaanpää, 2008 (Kankaanpää, , 2013 . In Norway, the enforcement of the Law on the Working Environment became stricter and an accreditation system for OHS providers was introduced in 2010. Now, an OHS provider has to be authorized by the Norwegian Labour Inspection Authority (Vinberg et al., 2015 (Vinberg et al., , 2017 ). The accreditation system has improved the quality of the OHS providers' in Norway, for example, increased professional competence and multidisciplinary working (Lie & Bjørnstad, 2015) . A new OHS system has also been introduced in Denmark in 2005. Thereafter, the Danish Working Environment Authority screen enterprises at a kind of informal inspection and then defining which problems require advice from an OHS provider (Danish Government, 2011; Arbejdstilsynet, 2013) .
Deficiencies in OHSM in municipalities and county councils in Sweden have been identified (Frick, 2013b; Dellve et al., 2004) . In the public sector, most work is service work, largely done by women (Kamp et al., 2013a ; Swedish Agency for Public Management, 2015) and bearing in mind the high rates of absenteeism due to illness and longterm sick leave in the public sector (Vingård et al., 2005; Lund et al., 2008; Sverke et al., 2016) , it is of interest to study how OHS providers are utilized in the public sector. This is particularly of importance since it has been shown that the prevalence of long-term work ability is higher in municipalities where there is a well-structured OHSM (Dellve et al., 2008) . According to the trade association of Swedish OHS providers (Sveriges Företagshälsor, 2016) , most employees in the public sector have access to an OHS provider. However, access says nothing about how, or indeed if, these OHS services are utilized. Therefore, this study explores the support provided by OHS providers in terms of preventive OHSM to clients in the public sector.
In Sweden, the traditional model of the work environment management is based on Nordic traditions, which include strong local trade unions and safety representatives (Frick, 2011; Sjöström & Frick, 2017) . This is reflected in the assumption that OHSM should generally be managed with the participation and cooperation of employees and their safety representatives (Frick, 2013a) . The importance of safety representatives for preventive actions at the workplace has been highlighted (Dellve et al., 2004; Walters & Nichols, 2007; Frick, 2014; Olle'-Espluga et al., 2015) . At a workplace where 50 workers or more are regularly employed, there must be a safety committee consisting of representatives of both employers and employees (Swedish Work Environment Authority, 2014c). The utilization of an external resource such as an OHS provider is not mandatory, but shall be decided within the OHSM process. Hence, employees and/or safety representatives shall be involved in decisions on utilization of services.
In addition to legislation, there are guidelines and recommendations defining how the regulations should be implemented (Swedish Work Environment Authority, 2001) . These guidelines are not binding but explain how the regulation should be interpreted. It states that 'it is essential that employees and safety representatives should be given the opportunity of participating in the procurement of OHS providers and in decisionmaking on the structuring and realization of the contract' and that 'services and support from the OHS provider shall be available for both employer and employees'.
changing context
In order to understand how support from the OHS provider is provided and utilized, we need to explain the complex and changing context in the Swedish public sector during last decades. Municipalities and county councils are among the largest employers in Sweden, employing over a million people out of a total of population of just fewer than 10 million with about 80% of these being women (Swedish Agency for Public Management, 2015) . Divided into 290 municipalities and 20 county councils, including four regions, there is a great deal of variation in demographics, geographic size, and number of employees. Consequently -as politically self-governing local authorities -there is enormous scope for organizing and adapting operations to local and regional conditions. Sweden's political system is based on the principle that decisions taken by elected politicians shall be put into practice by professional officials on local government committees or in public administration (Frick, 2013a) . Prerequisites for and overall limits on the practice, form, organization, and management of OHS provision is set by politicians, as well as the overall objectives and economic conditions such as budgets for utilizing services. The political governance enables the public sector organizations to find a model perceived as best for collaboration with their OHS provider; motivated by knowledge, tradition, market, conditions, and political ideology. Ultimately, politicians also bear employer responsibility for public-sector organizations.
Over recent decades, working conditions in the public sector have changed significantly under political pressures to improve efficiency. Reforms and changes have to a large extent been in accordance with the principles of New Public Management (NPM) (Kamp et al., 2013a) . With many management practices drawn from the private sector, outsourcing and privatization were common. Reforms consisted to a large extent of changes in management models, for example, managing for results, the decentralization of activities, the introduction of performance management and financial control systems; in other words, private sector practices transplanted to the public sector. These public-sector organizations came to be regarded as businesses, buying and selling their services on a fictional marketplace. Contracting between separated purchaser and provider was introduced (Hall, 2013; Paulsson, 2012) , and today, the public sector is a large purchaser of utilities, professional services, and temporary labour, etc. This NPM transformation also has affected working life, with negative consequences for working conditions, as increasing demands and decreasing resources (Hasselbladh et al., 2008; Selberg, 2013) have an impact on occupational health and safety (Diefenbach, 2009; Ibsen et al., 2011; Målqvist et al., 2011; Kamp et al., 2013b) .
In the Nordic countries, worker representation has been seen as a key support for effective preventive OHSM. Over recent decades, trade union membership has decreased. In Sweden, this decline has also affected workplaces and worker safety representation (Sjöström & Frick, 2017) . This is problematic, as legislation requires employers to consult health and safety representatives with regard to OHSM. This development, along with the change of management model and new business practices in the Swedish public sector, has occurred in parallel to the transformation of the status of Human Resource (HR) professionals. Historically, the HR function within the public sector has been regarded as peripheral and relatively powerless (Truss, 2008) . Now, the imposition of NPM principles has led to new ways of managing in the public sector and HR has become more strategically involved in the organization (Brown, 2004) . HR professionals have re-emerged in a new role, functioning as consultants and partners in the management of the organization, more strategically oriented with tasks including organizational development and employer branding (Boglind et al., 2011) .
The development of the public sector has also affected the business of OHS providers since the state funding which partly financed the OHS providers was abolished in 1993. Today, there is no subsidy for employing an OHS provider and the business have become market-oriented, streamlined, and merged into larger organizations. Today, there are about 150 OHS providers in Sweden, approximately 80% of them are external OHS providers. The remaining 20% are in-house OHS units, half of which operate in the public sector and the other half within large corporations (Sveriges Företagshälsor, 2016) . Clearly, many public-sector organizations may find it necessary to employ the services of an external OHS provider.
Since municipalities and county councils are governed by the Swedish Public Procurement Act (SFS, 2007 (SFS, :1091 , specific procedures regulate the purchase of public supply contracts and public service contracts. The procurement process and the question of how to utilize OHS providers should, according to legislation and recommendations regarding its implementation, be an issue for the employer and the safety committee including safety representatives, as a form of worker representation in health and safety and as a process to identify needs in OHSM (Swedish Work Environment Authority, 2014c).
An OHS provider has no explicit social responsibility to deliver a given service; there are no regulations regarding which services they are required to provide. Therefore, it is important to distinguish between the services described by the regulations and the services OHS providers usually deliver. There are no uniform, comparable statistics available of different types or volumes of services from OHS providers.
OHS providers are often referred to in the course of public debate, described by the social partners as an important resource for occupational health and safety and a support for preventive OSHM. Although concerns are voiced about what OHS providers should or should not do -treatment or prevention -there is relatively little evidence as to what is actually being done, especially regarding preventive OHSM. Concerns about impact and effectiveness have been raised during recent decades. In 2001, an official report suggested several improvements to OHS organizations (Swedish Agency for Public Management, 2001) and further public investigations and research (Westerholm & Bostedt, 2004; SOU, 2004:113; SOU, 2007:91; SOU, 2011:79) have continued to the discussion on the role, impact, and effectiveness of OHS providers. Even so, according to current statistics from members of the Swedish association of OHS providers as well as research, the most common service provided is health examination, followed by services related to individual lifestyle issues and support for rehabilitation (Sveriges Företagshälsor, 2016) .
In summation, over recent decades, the public sector has changed and high levels of sickness-related absenteeism and deficiencies in OHSM have been identified (Frick, 2013a) . Here, OHS providers could be a support, but there is a research gap regarding how collaboration between OHS providers and municipalities and county councils works and how their services are utilized. Therefore, the aim of this study was to explore how public-sector organizations utilize services and receive support in preventive OHSM from their OHS provider. The following questions are of interest: How is OHSM organized and implemented? How are OHS providers supporting municipalities and county councils in preventive OHSM? What support and services are utilized? How are the relations and collaborations between public sector employers and OHS providers organized? What are their respective goals and how do they perceive the collaboration?
Methods and Materials

Study design
This was a qualitative study based on data collected through individual and focus-group interviews in which the utilization of OHS providers was investigated based on the views of professionals working in municipalities and county councils and at the OHS providers. The project was conducted in consultation with a reference group consisting of representatives for the social partners, a researcher, a representative of the trade association of OHS providers, and a representative of the Swedish Work Environment Authority. In order to find public-sector organizations, an advertisement was published on the webpage of the industry association of OHS providers to inform interested public-sector organizations or in-house OHS units about the project and to encourage them to make contact if they were interested in participating. A few organizations were reached in this way, but in order to find a multitude of cases, a total of 25 public-sector organizations were identified through the agency and advice of the reference group. Initially, telephone interviews were conducted with OHS managers of in-house OHS units and with HR managers in public-sector organizations with external OHS providers. This first contact was in order to present the study and discuss how the collaboration between the OHS provider and the organization worked. It was also an opportunity to explain the prerequisites for taking part in the study. The summarized results of these interviews were discussed with the reference group and, in order to achieve variation, cases were selected to reflect the variation in geographical location and size of the public-sector organizations and a combination of in-house units and external OHS providers. A total of 11 public-sector organizations were selected: seven municipalities and four county councils/regions (Table 1) .
table 1 Participating organizations
Municipalities county councils/ region external oHS provider
In-house oHS unit
*Customers to the in-house OHS unit were both municipalities and a county.
The municipalities included both small and large, located geographically from north to south in Sweden, and represented both urban and rural areas. Five of these had procured an external OHS provider and remaining two had in-house OHS units. The four county councils/regions varied slightly in size but all had their own in-house OHS units. Two of these in-house OHS units were also suppliers to a varying number of municipalities not included in this study. Eleven organizations were selected, five with an external OHS provider and six with their own in-house OHS unit, and contacted with all agreeing to participate in the study. An appropriate time for a visit and interviews was established.
data collection
Since the study wanted to identify interactions and understand and acquire knowledge of the relationship between OHS providers and clients, interviews were conducted with a qualitative approach with the emphasis on how the respondents expressed and formulated their opinions. A semi-structured interview guide covered a variety of themes, including -Current issues regarding health and safety at work in the organization; -Identification of needs and requirements; -Employee participation; -Structure of OHSM, perceptions of strengths, and weaknesses; -Contracts, agreements, and budgets for OHS provider support; -Relationships, collaboration with the OHS provider, differences in utilization and use; -Perceived effects, attitudes, and opinions on the results of the support; -Significance of the services carried out in the organization by the OHS provider; -Impact from political governance; -Future commitment; strategic aspects and contents of OHS services.
Following the case-study recommendation to combine multiple sources (Yin, 1994) , the contact person in each case helped to identify the potential respondents, using personal contacts and snowballing techniques. There may be a risk that the study will reflect the contact person´s network's picture of the problem but, in order to avoid this, the project more specifically wanted a strategic sample with respondents (managers and health and safety representatives) from different levels of the hierarchy and not belonging to a single department. The inclusion criteria for managers to be selected were to have responsibility for work and safety and significant experience of services and support from the OHS provider, enabling them to have increased awareness, knowledge, and experience of the subject. From OHS providers, depending on availability and relationship to the publicsector organization, both managers and OHS professionals were invited to participate.
The data were gathered by two researchers, conducting 75 interviews with a total of 100 respondents. The interviews were conducted mainly during 2 days at each organization and a convenient location was arranged by the contact person. Face-to-face interviews were carried out with HR managers, health and safety representatives, and first-line managers in order to understand the nature of the collaboration; Interviews were also conducted with representatives of OHS providers, both in-house units and external OHS providers, consisting of managers with responsibility for customer relations and other OH professionals. Two interviews with health and safety representatives were carried out by telephone (Table 2) .
Focus group interviews were conducted on 17 occasions (five consisting of managers, four of health and safety representatives, four of OHS professionals, three of HR staff, and one of politicians). Each group consisted of two to three respondents and two researchers moderating the discussion. The focus group interviews were based on individual perspectives and the researchers encouraged each respondent to participate in the discussion to ensure that opinions on and attitudes toward relevant issues were obtained. All individual interviews and focus groups lasted between 60 and 90 minutes and were recorded. All respondents gave their consent to recording the interview and were guaranteed anonymity in the reporting.
data analysis
Analysis of the data began during the study, with the researchers discussing differences and impressions after each interview-session as well as with the reference group on an ongoing basis during the project. All interviews were transcribed verbatim by a professional transcription agency and were read several times. Nvivo coding was used to analyze the content of the data, themalized according to a coded and categorized structure. This process included open coding, creating categories, and abstraction. During the coding stages, the researchers reflected over and discussed the coding and interpretation process in order to check quality criteria. The lists of categories were grouped under higher order headings, in order to reduce the number of categories by collapsing them into broader higher categories. Subsequently, a coding hierarchy was created using the interview guide and themes emerging from the data (Hsieh & Shannon, 2005; Patton, 2002; Miles & Huberman, 1994) . Through interpretation, the themes were significant and important to the utilization of OHS services in the public sector and consisted of different aspects demonstrating the multitude of factors explicable for collaboration and utilization of preventive services in OHSM.
Influenced by a discourse perspective in the analyze and in order to achieve a broader understanding of the respondents' ways of talking about the phenomenon, a more detailed analysis was carried out identifying the participants' various interests and motives with respect to OHS providers. There are different approaches to critical discourse analysis; one aim of discourse theory is to focus on the specific expressions in their capacity as articulations, to analyze how they are implied in talk and other actions ( Jørgensen & Phillips, 2002) . Our aim with the discourse influence was to identify how the respondents talked about their OHS provider and the discourse perspective was marked and integrated into the overall coding hierarchy. On the basis of the outcomes of the analysis, the categories and themes were presented at two workshops with respondents, public-sector OHS providers, researchers, and the reference group where the participants discussed and reflected on categories and themes and the relationships between them.
results
In all, each organization collaborated with their OHS provider in their own unique way and, even if it should be expected, the considerable variation was surprising. At the same time, however, the pattern for utilizing services was very generic. To a great extent, services were utilized as a reaction to events, with preventive services in OHSM being the exception or, in some cases, almost nonexistent. From the organization's perspective, the OHS provider was someone to contact in the aftermath of an event. Their understanding and manner of talking about OHS providers had a traditional medical and caring focus and the perception about services and support were mainly about illness or accident, reactive and rehabilitative. In fact, only a couple of the cases indicated a high level of utilization of preventive services from the OHS provider.
Altogether, the relationship and collaboration between the public-sector organizations and their OHS providers, and ultimately the utilization of services and support, were affected by several identified factors. Three main challenges to collaboration were identified in the analysis, each of which is elaborated on below.
the impact of political governance
All five external OHS providers were contracted by municipalities. Six of the publicsector organizations had their own OHS unit, four municipalities and two county councils. These in-house OHS units had different forms of ownership and were organized and managed in various ways, operated as a publicly-owned corporation or as an independent department reporting directly to the central board or in a couple of cases under the direct control of the HR Department. Their situation within the organization was significant and their independence was seen as an important marker and signal, as one in-house OHS unit declared:
Of course, we feel that we are in the right place within the organization, because it would not be appropriate to be, as many others are, a part of the HR Department. We manage ourselves are not beholden to anyone. It shows that we are impartial and independent.
Another important factor for how services from the OHS provider were utilized was the financial framework. Budget sizes and limits were defined by politicians on an annual basis. The procedures for determining the size of the budget varied considerably; in many cases calculated from a cost per employee and year, in others in the form of a lump sum. Some of the cases financed a basic service provision centrally for management to use, while in others line managers had budgetary authority. This decentralization of the budget was the cause of much concern, with many managers having to weigh-up and prioritize every decision before utilizing services. The more decentralized the budget, the greater the risk that the line manager would act far too cautiously and take measures only when absolutely necessary. As one OHS respondent formulated their challenge:
It is always more difficult to argue with the people who hold the purse strings, to get them to put money upfront for something with only long-term benefits. Especially in a municipality where the budget is carried over year after year, you get nothing left for the next year.
A centrally administered budget for services and support to rehabilitation and efforts to reduce absenteeism was seen by several respondents in the public sector as a good solution. This would free individual line managers from sole responsibility for costs attributed to absenteeism due to illness and rehabilitation in their working group leaving more economical leeway for investments in preventive OHSM.
So, even if the politicians were remote from practices and activities within the organization, they provided the conditions and affected the outcome for collaboration and utilization of preventive services from their OHS provider. Only one in-house county council OHS unit deviated in their management and contact with politicians. This involved a local government committee, allowing direct and continuous updating of objectives and priorities, with politicians closely following the efforts of the OHS unit. None of the other cases had this form of close political governance and monitoring.
A lack of adequate implementation and collaboration despite established oHSM structures
Although in many of the public-sector organizations, there was an established OHSM structure, in several, there was a lack of interaction with safety committees and a limited flow of information on occupational health and safety issues. How the OHS provider becomes involved in and contributes their expert knowledge to OHSM therefore becomes an important factor in gaining a picture of how the utilization of preventive services and support complies with the intention of the legislation.
In all five cases with an external OHS provider, the HR Department had been responsible for the procurement process. In that process, it was largely HR alone that identified and analyzed the needs of the organization and was the point of contact with the chosen OHS provider. Safety representatives were often informed afterwards and seldom informed of the content and conditions of the contract before everything were settled. This lack of collaboration was perceived and expressed by the safety representatives in a variety of ways; some were fully satisfied with merely being informed, while others were frustrated at not being involved. It is clear that even if legislation grants safety representatives a key role in risk prevention and improving the work environment, in the context of this study some of them can be interpreted as reduced to being silent observers. They did not express any opposition, nor show any inclination to question the employer but simply silently accepted the current situation while others were more emphatic in their protests at not being involved or consulted. The benefits of working together in the procurement process and the need to maintain a dialogue regarding this in the safety committee were not entirely clear either to HR professionals or managers in general. This situation had consequences for the utilization of preventive services in OHSM and the importance of the relationship between HR and OHS provider will be discussed later in the paper.
The safety committee may be one possible avenue for the external OHS provider to obtain information or notice that something is going on. Results showed that in general, the external OHS providers had no role in OHSM and their presence on safety committees was not common practice. Being excluded from discussions where problems were identified and defined or not having an opportunity to discuss the needs of the organization, were perceived as a burden by many external OHS providers and one OHS respondent described one of the problems:
The disadvantages are that we do not know if we get to find the employees who actually have trouble and problems with illness related to their work, because they have to go to their boss first to get an order to come here and maybe it is their relationship with the boss that is a concern. (OHS provider)
The in-house OHS units were to varying degrees engaged in the safety committee, as an opportunity to draw attention to common problems in work environment or to maintain a dialogue with health and safety representatives. Even so, the use of services and support to OHSM from the OHS provider, both with regard to external providers and in-house units, was seldom discussed in the safety committees, nor analyzed or expressed in accordance with common purpose, as intended by the legislation.
So, even where there was a formal and structured arrangement for OHSM collaboration in safety committees, it did not work optimally. Another aspect was that several managers described how they had very little capacity for occupational health and safety issues due to more pressing requirements, an increased workload and constant lack of time. Instead, they reacted if something happened in their working group and subsequently adopted measures. In addition, these inabilities were reinforced by the safety representatives who made no effort to exert influence when OHSM was insufficient.
the role and impact of the Hr department
As mentioned, one important aspect is to highlight the relationship between the HR Department and the OHS provider. In several cases, the HR Departments not only facilitated or administrated the procurement process but also defined the services and support to be supplied, in some cases being the only point of contact with the OHS provider. Indeed, this was generally an accepted and recognized state of affairs by many respondents in the organizations, with OHS providers being seen as a support to the HR Department. Significantly, this was reflected and expressed in different ways by several HR respondents, for example: 'There is a culture among us that we see the OHS provider as one of our departments, it is our extended arm'.
Respondents from the OHS providers see this situation to be problematic, as it brings with it a risk that employees and safety representatives will regard the OHS provider as a resource only for the employer, having no trust in them as an independent expert and leaving the OHS provider in difficulty regarding playing a part in OHSM. Several of the OHS providers emphasized that the relation with HR was difficult to manage. One OHS providers described the situation: 'The HR Department has settled in between, I call them gatekeepers'.
Line managers expressed that they did not really know what the OHS provider could support, apart from health examinations and rehabilitation. They did not contact the OHS provider of their own volition; they consulted their HR Department before utilizing any services. According to many HR respondents, the OHS provider was supposed to support them and not the line managers in the organization. As one HR manager declared: 'We try to steer them (the in-house OHS unit) a little in our direction, they´re owned by us, so to speak'.
One explanation of the HR professionals' conceptions and attitudes toward both in-house OHS units and the external OHS providers may be that they were often instructed by management to coordinate OHSM within the organization. This assignment often included the support from the OHS provider. This kind of arrangement can be very effective and supporting toward OHSM and can have advantages, for example, to achieve greater coherence in usage of the OHS provider or to have a comprehensive approach to work environment issues and OHSM. On the other hand, it could also be a restriction on OHSM. Some HR Departments had taken over the responsibility for procurement and did not purchase preventive OHSM services. Instead, the purchase was oriented toward more individual health promoting services. Even if the understanding of workplace health promotion should be related to organizational, group, and individual efforts, the services and support deemed necessary were individual health interventions, not preventive OHSM services. The difference between health in OHSM and health in workplace health promotion was described by one HR respondent:
The safety representative's' role is to prevent; the health agent's role is to promote. The entirety of work environment legislation is based on prevention and keeping track of risks and shortcomings with a problem-oriented basis. But health agents, they are promoting, opportunity-oriented; they are resources for the manager to use in their work.
On the other hand, the OHS providers had doubts about competence of the HR Department and expressed difficulties with the fact that the employer, through their HR Department, did not make any deeper analysis of what kind of problems exists in the work environment. Respondents from both sides expressed the importance of working with health-related problems but at the expense of work environmental issues, as two OHS provider respondents emphasized: [...] and when the manager calls and tells me that his staff feels so bad and ask me if I can arrange a day of pediometrics… but I said no.
They have an intention that everything should be health promoting […] but then choose to go Nordic walking or to drive an anti-smoking campaign, when the big problems are stress and strain injuries. They forgot that.
However, despite the fact that HR Departments had an impact and to a great extent decided on the utilization of services and collaboration with OHS units and providers, they were not entirely satisfied. In several cases, dissatisfaction with delivered services and support were expressed. This sentiment of not being satisfied with the relationship was an incentive to have greater control, one HR representative declared: 'We may have been a little heavy-handed, but we have said that it is not for the OHS provider to go out and promote their services. That must we as employers do'.
The conditions of any relationship can be regulated in the agreement with an external OHS provider but were not characterized as easy-going in those organizations with in-house OHS units. The differences in opinion between the in-house OHS units and their respective HR Departments were more apparent, and in some cases, rivalries between HR and the OHS provider were explicitly expressed. This clearly showed that collaboration was not functioning optimally, as an HR representative with an in-house OHS unit expressed: I can feel that our in-house OHS unit takes their own initiative and that is a little frustrating, they do things no one asked them to do. They take our fun tasks and we might be doing something and so they come in and disturb us.
The in-house OHS units were expected to subordinate themselves to the HR Department, and in these cases, the OHS provider had difficulties in operating as an autonomous part of the organization.
In addition, several HR respondents also had doubts as to what the services and support from their OHS provider were actually contributing. The services were perceived as expensive and some of the HR respondents emphasized that they could do it better themselves or had established other external contacts. One HR respondent with an in-house OHS unit expressed: I would like to say to the OHS unit -Come on! I know a lot of them and their skills, but we (the HR Department) can do these things too, show us something of interest and just do not assume that we will purchase. We have become so aware and this is perhaps a challenge for the OHS providers; get to know your HR Department. We are more demanding today and they must work for it.
This view highlights a further complicating factor in the relationship between HR and OHS providers; competences and knowledge were considered to be too equal. This view was also confirmed by some responding managers who explained that they do not know the difference between services provided by the HR Department and the OHS provider; their services were too similar.
They underlined that it was very much a matter of expertise on the part of the HR Department regarding occupational health and safety and OHSM. One OHS provider claimed; 'There is an old competition. They (HR Department) do not have competence for occupational health and safety, they do not comprehend it at an overall level, and instead they work at detail level.'
Undoubtedly, HR personnel without adequate knowledge of occupational health and safety may adversely affect OHSM and especially how the preventive services and support of an OHS provider are utilized.
discussion
Results showed that OHS providers do not support public-sector organizations as an independent resource for preventive OHSM services as intended by the legislation. The lack of preventive services was explicit. Instead, with the exception of a few isolated cases, the collaboration with the OHS provider had a strong connection to the HR Department and any support was to a large extent in the form of individual health promoting services or rehabilitation. This is in line with the HR transformation with processes to maximize employee productivity and efficiency and to enhance employee capabilities (Ulrich, 1995) . The public sector has adopted this links from HR performance in private sector, expecting similar positive effects (Pichault, 2007) and HR professionals use the HR transformation to gain greater influence in their organizations (Boglind et al., 2011) . Even if HR has been primarily focused on the role as a strategic business partner, it is essential that HR offers support and advice to front-line managers (Marchington, 2015) .
However, the Swedish law is clear; the need for and utilization of services and support from an OHS provider for an organization's OHSM should be a matter for discussion and collaboration between employer/front line managers and employees/safety representatives. Such involvement requires a well-developed system at the workplace (Fedotov, 2005) and a successful development of this form of collaboration is more likely with frequent contact with the OHS provider at different levels in the organization (Schmidt et al., 2015) .
If HR is the only point of contact, this relationship will jeopardize the independent role of the OHS provider who will not be able to comply with the intentions of the relevant legislation and regulation. There is a considerable risk that such circumstances contribute to insecurity about their independence among employees with a subsequent loss of confidence in the OHS provider. From this, it follows that OHS providers, when their only point of contact is the HR Department, also have limited access to actual workplaces and to local knowledge, experiences, activities, and discussions on health and safety (Schmidt et al., 2015) .
The transformation of how the working environment is managed brought about by the impact of NPM and the transformation of the role of HR has been going on in Sweden for decades and these developments have contributed to substantial changes in many processes and approaches in the public sector. Focus in NPM is on efficient use of public resources and less on the actual effect on the working environment. It is clear that this changing nature also has change the role of OHS providers and utilization of services. One reason according to Hasle (2014) is that it is difficult to establish causal relationship between policies and strategies and the effects on health and safety outcome (Hasle et al., 2014) . The efficiency of work environmental investments is commonly measured through key figures, for example, the level of sick-leave and it is hard to measure and estimate the benefits of the preventive services from OHS providers.
The business of OHS providers has also changed; they have become market-oriented and streamlined, but the social duty of OHS providers as specified in the Work Environment Act has not changed. Even the competences and skills of an OHS provider are clearly expressed in the regulations (Swedish Work Environment Authority, 2001) . OHS providers are still tasked with preventing health hazards and occupational accidents at group or organization level rather than supporting individuals after the event. These developments may also have contributed to a lack of knowledge on the part of OHS providers on how to support OHSM.
One further problem identified in the study was that OHSM is not always adequately enforced within the organizations. Several managers did not consider occupational health and safety to be a priority but instead reacted in the aftermath of events. There was a lack of any ongoing dialogue regarding health and safety issues in the workplace and management did not recognize their OHS provider as an independent resource in preventive OHSM.
At the same time, together with the other changes in the public sector, the influence of trade unions has decreased and the number of safety representatives has dropped (Kjellberg, 2010) . Safety representatives reported increased efforts to exert control over them rather than to collaborate and several of them did not seem aware of their opportunity and responsibility to influence. Safety representatives usually have good knowledge of occupational health and safety issues, with a good understanding of current working conditions (Sjöström, 2013) . Here can the safety committees be an opportunity to a cooperative work. There is no legal requirement for any form of representation of OHS providers on safety committees; it is up to every purchaser of OHS services to decide what is most appropriate and to define this in the contract. However, the safety committee can be an arena for ongoing dialogue and the exchange of information.
So, even if structures for OHSM in the public sector were recognized, there were deficiencies or ambiguities in the opportunities available to employees and safety representatives to participate actively in OHSM. Just simply putting in place structures for OHSM is not enough. This finding corresponds to what is reported in the literature, showing that OHSM in both municipal and county council organizations was failing. For example, where a municipality's OHSM were not effective because there was a significant deficiency in the practical implementation of the system due mainly to a general lack of knowledge of OHSM among managers and employees. On the part of county councils, on the other hand, there was a lack of overall, measurable OHSM objectives (Frick & Johanson, 2013b) . The results also show the limited role played by safety representatives in these organizations, and the results of Frick (2013c) confirm this line of reasoning.
Implementation and execution are necessary and the fact that well-established practices and routines in OHSM can be advantageous to a successful collaboration with an OHS provider has been identified in a study of OHS providers in the private sector (Schmidt et al., 2015) . Even if the employer is free to organize and delegate the organization's OHSM, legislation is clear; where necessary, there is an obligation to use an independent OHS provider or other external resource (Swedish Work Environment Authority, 2001) .
As the coordinating function for the organization, HR has the ability in several ways to facilitate and support the process of OHSM with regard to managers and health and safety representatives. HR has different stakeholders; top-manager, frontline managers, safety representatives, and employees with different priorities and expectations of what HR has to fulfil and add different value to HRs contribution (De Winne et al., 2013) . According to Ulrich and Dulebohn (2015) , HR in the future can connect to a broader business context, to meet needs of external stakeholders. Within the HR department itself, levels of HR expertise, business knowledge, and understanding can develop in different ways and the HR role will vary both across organizations and time (Truss et al., 2002) . At a local level, HR professionals can improve collaboration and strengthen interprofessional trust by encouraging interactions concerning services and support from the OHS provider and by granting legitimacy to the relationship. HR can also enhance employee engagement and trust in management by develops communications and consultations with employees and safety representatives. As Gilbreath and Montesino (2006) point out, the HR profession can be further developed and advanced in the future and suggest the HR role should be expanding, in order to improving employee well-being and organizational performance. Even if it has to be taken in account that the HR Department has no mandate to change conditions or circumstances in the work environment if necessary as that responsibility lies with line managers.
However, not all HR professionals have that kind of remit or the knowledge of work environment issues. Instead, their responsibilities are mainly focused on employees, for example, with regard to absenteeism due to illness and rehabilitation. HR management practices are used to acquire and develop an organization's capital and are associated with higher levels of productivity or effectiveness at the organizational level of analysis (Neal, 2005) . Therefore, when HR defines, procures, and utilizes services from the OHS provider, there is a risk that the focus is on promoting the health of individuals. Even if this is not the intention, it is obvious that work place health promotion seems to be a separate health approach, that is, separate and not integrated with OHSM within the organization (Allender et al., 2006; Pescud et al., 2015; Leitão & Greiner, 2017) . Instead of being a complement to OHSM, this workplace health promotion has broadly taken over the orientation of OHS providers. Too little attention is paid to the formation and design of the workplace and the work itself; on organizational, social, and technical improvements in a preventive approach to developing employees. Instead, there have been substantial efforts to bolster individual health in order to cope with the work environment. Overall, there appears to be a disconnect between what OHS providers should be doing according to legislation and regulation, and what they are actually being utilized for. When all of these factors are added together, they spell out a difficult reality for the public sector. Consequently, the public sector ought to be concerned by the challenges facing it and realize the importance of taking steps to ensure the optimal health of its workforce. One step could be to better follow-up OHSM within the organizations and, where necessary, seek additional resources in support of preventive OHSM from their OHS provider.
conclusion
The contribution made by OHS providers in terms of services delivered and support for preventive OHSM in the Swedish public sector is limited. Instead, to a large extent to the HR department impact, mostly individual health-related services are utilized. Our analysis reveals that, due to several factors, the intentions of the legislation regarding collaboration with and the utilization of services from OHS providers are not complied with. The current form of utilizing services from OHS providers will not contribute to an improvement in the work environment or support OHSM in the public sector.
